A questionnaire study was conducted in a health district to evaluate the attitudes of paediatricians and child psychiatry staff as to which categories of problems should be referred to child psychiatry. In the majority of categories the two groups disagreed as to the frequency with which the problem should be referred. In 
Two questionnaires were used, one for paediatricians and one for child psychiatry staff. They varied slightly in format, but were identical in content. Both questionnaires consisted of two parts.
Part I The aim of part 1 was to determine whether paediatricians and child psychiatrists agree as to which type of clinical problem should be referred to child psychiatry. Part of the paediatricians' questionnaire asked paediatricians how often they would refer to child psychiatry a range of clinical problems seen as inpatients and outpatients. Part 1 of the child psychiatry questionnaires asked child psychiatry staff how often they think paediatricians should refer these problems to the child psychiatry department.
The clinical problems were selected for inclusion after a review of the literature"8 and after discussions with our colleagues. Our list was not exhaustive but represented most of the common reasons for referral to child psychiatry.
Respondents were asked to indicate how frequently they felt a category of problem should be referred by answering [1] [2] [3] [4] where l=rarely or never, 2=sometimes, 3=frequently, and 4= always or nearly always. The categories of problems are shown in table 1.
Part 2
This section looked at factors that might negatively influence referral. The list of possible reasons we used was compiled after a review of the literature and after discussions with our colleagues. These possible reasons were given in the form of a list of statements and the respondents were asked to indicate 'yes' or 'no' to each of these depending on whether or not they thought the reason relevant in the decision not to refer to child psychiatry. These statements are shown in table 2. In this part of the questionnaire we were asking paediatricians direct attitudinal questions, but the child psychiatry staff were being asked to speculate whether they felt certain factors affected the paediatricians' decision to refezr. Both parts of the questionnaires included a section inviting further comments from the respondents. Questionnaires were sent to all the staff indicated above with an explanatory letter and prepaid reply envelopes. A reminder and a second copy of the questionnaire were sent if there was no response within three weeks. We indicated that respondents could reply anonymously if preferred.
Results

RESPONSE RATES
The response rate to the questionnaires was 23/ 37 (67-6%) for paediatricians and 25/37 (67-6%) for child psychiatry staff.
We originally recorded the results by subgrouping the respondents according to department (paediatrics or child psychiatry), hospital or centre and either status, if paediatric, or discipline, if child psychiatric (for example, senior There was agreement between the two groups' responses to four of the categories. Firstly, both paediatricians and child psychiatry staff agreed that category A (self poisoning) and O (drug and alcohol problems) should be referred to child psychiatry. Both groups also agreed that categories E (helping families and children cope with physical handicap or chronic illness) and F (children with repeated admissions because the mother cannot cope) should not be referred to child psychiatry.
Part 2
We recorded the percentage of 'yes' and 'no' responses given by both groups of staff to each of the statements 1 to 13. The results are given in table 2. Again, some of the questionnaires were incomplete and so the total number of responses varied. These results were analysed using the x2 test with Yates's correction for continuity. Significant differences were found in the responses to two of the statements. To statement 2 (referral stigmatises the child or family) paediatricians indicated that this was not a reason for not referring whereas child psychiatry staff thought this was a reason for not referring. Paediatricians responded to statement 6 (the psychiatric process damages the child) by indicating that this was not a reason for not There were no comments made in response to part 1 of the questionnaire.
Discussion
The response rate was 67-6% for both paediatricians and child psychiatry staff. Some of the junior paediatric staff gave the reason that they felt too inexperienced to participate. There were only two anonymous respondents and these were both paediatricians.
One problem we came across that affected all parts of the study concerned was what was meant by referral. Some staff though that a discussion of the case with a member of the child psychiatric department constituted a referral whereas others defined referral as asking a member of the child psychiatry department to see the child and/or family.
Part I of the questionnaire There was agreement between paediatricians and child psychiatric staff on only a few categories of problems and significant disagreement was seen in the responses of the two groups to most of the categories. In cases of child sexual abuse with emotional or behavioural disturbance 72% of paediatricians and 96% of child psychiatry staff said they would always or frequently refer. This difference is significant and contradicts Department of Health and Social Security (DHSS) guidelines that recommend referral to child psychiatry. " Interestingly, 80% of child psychiatry staff and 54% of paediatricians favoured always or frequently referring cases requiring help with the diagnosis of child sexual abuse. This difference is significant and again contradicts DHSS guidelines, which advise that such cases should not be referred to child psychiatry. " It was noted that when there was a significant difference between child psychiatry staff and paediatricians it was always that the child psychiatrists were in favour of referral and paediatricians were against it. One possible explanation of these findings is that paediatricians and child psychiatrists may have different ideas about these problems. It is likely that paediatricians would see a broad range in severity of these cases but the child psychiatric staff may only see the more severe cases. Another possible cause of these differences may be the apparent lack of communication between the two departments. This idea is supported by the results of part 2 of the questionnaire and by some of the comments made by the respondents.
Part 2 of the questionnaire This part looked at reasons for not referring to child psychiatry. Unfortunately, it is not clear whether responding 'no' in this part of the questionnaire indicates that the respondent thinks that the statement is incorrect or that the statement is correct but not relevant in influencing non-referral. The questionnaire has compounded these two distinct questions and a further study is needed to overcome this problem. Some interesting results were seen in the responses to statement 5 ('range of treatment too narrow or inappropriate') and statement 13 ('referral to child psychiatry does not seem to achieve much'). A large number of child psychiatry staff responded 'yes' to both statements. This could mean that either this group is dissatisfied with their work or that they feel that they are poorly perceived by their paediatric colleagues. The comments received from the paediatricians supports the second conclusion.
Both departments agreed that inadequate communication was a reason for non-referral. The agreement on this issue is striking and is reflected in some of the respondents' comments. It is suggested that this may be underlying some of the differences found in part one of the study.
This could be readily addressed by more active attempts at communication between the two groups. Joint ward rounds or clinical meetings could be a suitable forum in which this could take place. If all the cases that the child psychiatry staff suggest were referred it would undoubtedly result in a flooding of the service. More consultative work and mutual education could take place in such meetings thereby reducing the perceived need for many of these referrals. Also, perhaps a jointly formulated referral policy could be initiated.
attitudes.
